After the Great East Japan Earthquake and the subsequent Fukushima Daiichi Nuclear Power Station accident in 2011, there was a strong demand to promote disaster preparedness approaches and health checkups for the prevention of lifestyle diseases. This study examined the yearly change in the percentage of those who prepared for disasters and who utilized health checkups in Fukushima Prefecture, and identified the factors governing disaster preparedness and utilization of health checkups. We used the public opinion survey from 2011 to 2015 (n = 677-779 each year) on prefectural policies that is conducted every year by the Fukushima Prefecture government Public Consultation Unit. We found that the percentage of those who prepare for disasters decreased, while that for health checkups did not significantly change. With regard to disaster preparedness, experiences of disaster enhance disaster preparedness, while bonds with other local people help to maintain preparedness. For health checkups, familiarity with the welfare service was the most important factor governing such consultations. The findings suggest that social capital should be promoted in order to improve disaster preparedness. The findings also suggest that residents' accessibility to medical and welfare services is also important in promoting the utilization of health checkups.
Introduction
The Great East Japan Earthquake and the subsequent accident at Tokyo Electric Power Company's Fukushima Daiichi Nuclear Power Station in 2011 (hereinafter, we call both of them the 2011 disaster as a whole) caused extensive damage in Fukushima Prefecture and other surrounding regions. Due to a lack of food following the 2011 disaster, residents relied mostly on private supplies [1] , illustrating the importance of building stockpiles and confirming evacuation sites to prepare for future disasters. Radiation exposure was well controlled and minimal [2] , but lifestyle diseases such as diabetes and hyperlipidemia emerged as a major health issue in the affected people [3] [4] [5] [6] . Based on lessons learned from the 2011 disaster, there is a need to prevent diseases, promote health, and improve early detection government Public Consultation Unit. We used surveys from 2011 to 2015 for the study. The subjects comprise males and females aged 15 years or older, sampled from selected cities, towns, and villages in the prefecture using a stratified two-stage random sampling method (Figure 1 ). Since the questionnaires were sent to people based on the Basic Resident Register, these forms were also sent to those who had evacuated from EOAs via forwarding services. Although population declines have occurred especially in EOAs, the whole population in Fukushima Prefecture did not change significantly between 2010 (2,029,064 people) and 2015 (1, 914, 039) [19] . The people who received the survey changed each year [20] . The questionnaires are sent via mail to 1300 different respondents each year [20] . In this study, we only analyzed respondents aged 20 or older, and 677-779 respondents within this category were targeted each year (Table 1) .
For disaster preparedness (A1), we used the questionnaire item "Do you prepare for large-scale disasters (e.g., to ensure that you are aware of the nearest evacuation site, and to build stockpiles)?" For health checkups (A2), we used "Do you utilize health checkups to assess your risk of lifestyle diseases, and so on?" Five answer choices were provided: "yes," "somewhat yes," "neither yes nor no/not applicable," "somewhat no," and "no." The question items related to disaster preparedness and health checkups were asked from 2011 and 2012, respectively. government Public Consultation Unit. We used surveys from 2011 to 2015 for the study. The subjects comprise males and females aged 15 years or older, sampled from selected cities, towns, and villages in the prefecture using a stratified two-stage random sampling method ( Figure 1 ). Since the questionnaires were sent to people based on the Basic Resident Register, these forms were also sent to those who had evacuated from EOAs via forwarding services. Although population declines have occurred especially in EOAs, the whole population in Fukushima Prefecture did not change significantly between 2010 (2,029,064 people) and 2015 (1,914,039) [19] . The people who received the survey changed each year [20] . The questionnaires are sent via mail to 1300 different respondents each year [20] . In this study, we only analyzed respondents aged 20 or older, and 677-779 respondents within this category were targeted each year (Table 1) . For disaster preparedness (A1), we used the questionnaire item "Do you prepare for large-scale disasters (e.g., to ensure that you are aware of the nearest evacuation site, and to build stockpiles)?" For health checkups (A2), we used "Do you utilize health checkups to assess your risk of lifestyle diseases, and so on?" Five answer choices were provided: "yes," "somewhat yes," "neither yes nor no/not applicable," "somewhat no," and "no." The question items related to disaster preparedness and health checkups were asked from 2011 and 2012, respectively. Furthermore, we used the respondents' age, sex, region of residence, relief (low anxiety) level regarding regional disasters and radiation, and presence or absence of medical and welfare services in the region, along with the overall community awareness level on reconstruction and social bonds (see details below). The overall community awareness level was used to reflect social capital status within the area. Living region for evacuees refers to living region before the 2011 accident.
Regarding relief level, we used risk perceptions related to regional disasters (Q1) and radiation (Q2). Relief regarding regional disasters was assessed using the following: "Is the region you live in resistant to and safe from disasters such as flood, earthquake, and fire?" in 2011 and 2012, and "Is the region you live well resistant and secure against natural disasters and large-scale fire?" in 2013, 2014, and 2015. Although the two items used differ, we regard this difference as negligible. For relief regarding radiation, we used a following item: "Is your living space secure against radiation?"
Regarding presence or absence of medical and welfare services, we used questionnaire items related to participants' familiarity with such services, including: "Does your place of residence have essential medical facilities in the immediate vicinity?" (Q3), and "Does your place of residence have essential welfare services in your back yard?" (Q4).
Regarding overall community awareness level, we used questionnaire items to evaluate areas pertaining to prefectural reconstruction and bonds between survey participants and other local people, as follows: "Do you think Fukushima Prefecture has made sufficient effort to reconstruct areas affected by the nuclear disaster?" (Q5) and "Do you experience mutual support and bonds with other local people on a day-to-day basis?" (Q6). Questionnaire items Q2-Q6 have been asked since 2012. Five answer choices were provided for items Q1-Q6, similar to those outlined above.
The Fukushima Medical University Ethics Committee (2899) approved this study and gave permission for the use of their data.
Statistical Analysis
For the analysis, we classified the data as follows. For personal attributes, age was classified into five groups (20-29, 30-39, 40-49, 50-59, 60 or over), and region of residence into four groups (mountainous area [Aizu]; central area [Nakadori]; coastal area [Hamadori] other than EOAs; and EOAs). The answers related to disaster preparedness (A1), health checkups (A2), and Q1-Q6 were classified into two groups: "yes" and "somewhat yes" were classified as "1" and "neither yes nor no/not applicable," "somewhat no," and "no" were classified as "0." The references of explanatory variables were set as follows: female for sex, 20s for age, and mountainous area (the least affected region) for region of residence. This classification was consistent with our previous study using the public opinion survey conducted every year by the Fukushima Prefecture government Public Consultation Unit [21] .
We used a chi-squired test to confirm the association between disaster preparedness (A1) and utilization of health checkups (A2) at first. Next, we used trend analysis to investigate the statistical change in the utilization of disaster preparedness (A1) and health checkups (A2) in individual regions. We then conducted a logistic regression analysis to identify the factors governing disaster preparedness (A1) and utilization of health checkups (A2) each year. Considering data availability, we analyzed five models. In Model 1, we analyzed the data from 2012 to 2015. The objective variables were those who had both disaster preparedness (A1) and utilization of health checkups (A2), and explanatory variables were age, sex, region, and Q1-Q6. In Model 2, we analyzed the data from 2011 to 2015. The objective variable was disaster preparedness (A1), and explanatory variables were age, sex, region, and Q1. In Model 3, we analyzed the data from 2012 to 2015. The objective variable was disaster preparedness (A1), and explanatory variables were age, sex, region, and Q1-Q6. In Model 4, we analyzed the data from 2012 to 2015. The objective variable was health checkups (A2), and explanatory variables were age, sex, region, and Q1-Q6. In Model 5, since people aged 50 and older tended to seek health checkups in Model 4, we divided the data by age into "under 50" and "50 or over," and performed a logistic regression analysis similar to that applied to Model 4. Low multicollinearity (variance inflation factor 1.005-4.477) was confirmed in the analyses.
Since the logistic analysis showed an association between disaster preparedness (A1) and Q6, we divided the data according to the absence or presence of bonds with other locals to perform the trend analysis of yearly changes in disaster preparedness (A1). We also performed a trend analysis to investigate the yearly changes of proportion of people who had bonds with other locals.
IBM SPSS Statistics 24 (IBM, Armonk, NY, USA) was used in the analysis.
Results
After the 2011 disaster, the percentage of people in Fukushima Prefecture who prepared for disasters significantly decreased with years ( Figure 2 ): specifically, 42% of people prepared for disasters in 2011, but this value had decreased to 32% in 2015. There was no significant change in the EOAs; however, there were significant decreases in the mountainous area, central area, and coastal area other than EOAs. In particular, in the coastal area other than EOAs, the percentage significantly decreased, from 55% in 2011 to 40% in 2015.
On the other hand, the percentage of people who utilized health checkups did not change significantly in any region (Figure 3 ), at 78% in 2011 and 75% in 2015.
We found significant association between disaster preparedness (A1) and utilization of health checkups (A2) in 2013 and 2014 (Table 2 ). People sought health checkups regardless of disaster preparedness; however, people who had prepared for a disaster were more eager to utilize health checkups.
We conducted a logistic analysis to identify factors governing disaster preparedness (A1) and health checkups (A2) ( Tables 3-8) . In Model 1, the percentages of people who had both disaster preparedness (A1) and health checkups (A2) were significantly higher in the coastal area other than EOAs compared to that in the mountainous area in 2014 and 2015. Q6 (bonds with other local people) was also significantly associated with the percentages of people who had both disaster preparedness (A1) and health checkups (A2) for four years.
In Model 2, disaster preparedness (A1) among men was continuously lower than that among women from 2011-2013, but it became similar from 2014 onward. A significant association was observed between regions and disaster preparedness (A1) in all years. In particular, disaster preparedness (A1) in the coastal area other than EOAs was significantly higher than that in the mountainous area. Similarly, disaster preparedness (A1) in the EOAs was significantly higher than that in the mountainous area in 2014, and we found a similar trend in 2015. Q1 (relief regarding regional disasters) was significantly associated with disaster preparedness (A1) in 2011, 2012, and 2015.
In Model 3, in addition to the results found in Model 2, Q6 (bonds with other local people) was significantly associated with disaster preparedness (A1) for 2012-2015.
In Model 4, we observed a significant association between age and the utilization of health checkups (A2) in 2012-2015. The utilization of health checkups (A2) for people in their 40s and 50s, as well as those who were older, was significantly higher than utilization for people 20-29 in 2013-2015 and in all years, respectively. We observed a significant association between the utilization of health checkups (A2) and bonds with other local people (Q6) in only 2013. In Model 5, we observed a significant association between familiarity with the welfare service (Q4) and health checkups (A2) in 2013 and 2014 for those under 50 only. In Model 4, we observed a significant association between age and the utilization of health checkups (A2) in 2012-2015. The utilization of health checkups (A2) for people in their 40s and 50s, as well as those who were older, was significantly higher than utilization for people 20-29 in 2013-2015 and in all years, respectively. We observed a significant association between the utilization of health checkups (A2) and bonds with other local people (Q6) in only 2013. In Model 5, we observed a significant association between familiarity with the welfare service (Q4) and health checkups (A2) in 2013 and 2014 for those under 50 only. Following the results for Model 3, which showed a significant association between Q6 (bonds with other local people) and disaster preparedness (A1), we divided respondents into two groups on the basis of presence or absence of bonds with other locals, and then observed the yearly change in the percentage of people who prepared for disasters (A1) in each group (Figure 4) . For those who did not experience bonds with other locals (Q6), the disaster preparedness showed a significant decline (from 28% in 2012 to 21% in 2015). However, for those who experienced bonds with other locals, disaster preparedness did not show a significant decline (from 45% in 2012 to 38% in 2015). The percentage of people who experienced bonds with other local people (Q6) did not significantly decrease, irrespective of region ( Figure S1 ). Following the results for Model 3, which showed a significant association between Q6 (bonds with other local people) and disaster preparedness (A1), we divided respondents into two groups on the basis of presence or absence of bonds with other locals, and then observed the yearly change in the percentage of people who prepared for disasters (A1) in each group (Figure 4) . For those who did not experience bonds with other locals (Q6), the disaster preparedness showed a significant decline (from 28% in 2012 to 21% in 2015). However, for those who experienced bonds with other locals, disaster preparedness did not show a significant decline (from 45% in 2012 to 38% in 2015). The percentage of people who experienced bonds with other local people (Q6) did not significantly decrease, irrespective of region ( Figure S1 ). Following the results for Model 3, which showed a significant association between Q6 (bonds with other local people) and disaster preparedness (A1), we divided respondents into two groups on the basis of presence or absence of bonds with other locals, and then observed the yearly change in the percentage of people who prepared for disasters (A1) in each group (Figure 4) . For those who did not experience bonds with other locals (Q6), the disaster preparedness showed a significant decline (from 28% in 2012 to 21% in 2015). However, for those who experienced bonds with other locals, disaster preparedness did not show a significant decline (from 45% in 2012 to 38% in 2015). The percentage of people who experienced bonds with other local people (Q6) did not significantly decrease, irrespective of region ( Figure S1 ). Error bar represents standard error. ** p ≤ 0.01. We separately conducted trend analysis to those who felt bonds with other local people and those who did not. 
Discussion
We found an association between disaster preparedness (A1) and utilization of health checkups (A2). Furthermore, we found that people who reported stronger bonds with other local people (Q6) were more likely to engage in both disaster preparedness (A1) and utilization of health checkups (A2).
After the 2011 disaster, the percentage of people who prepared for disasters decreased in the Fukushima Prefecture. Thus, it seems that people tend to forget to prepare for disasters-even in areas affected by the 2011 disaster. This result is consistent with a 2016 finding by the New Zealand Government's Ministry of Civil Defense and Emergency Management [12] . We found that sex, region, relief regarding regional disasters, and bonds with other local people were significantly associated with disaster preparedness (A1). Regarding sex, women prepared more for disasters compared to men, which is consistent with a finding by Hoffmann and Muttarak [9] . Although this difference between the sexes has been insignificant since 2014, the reason for the insignificance of the difference is not clear. Further studies are needed to identify the reason. For region, the percentage of those who prepared for disasters was higher in the coastal areas (i.e., the affected area) than in the mountainous area (i.e., the least affected area). This indicates that disaster experiences enhance disaster preparedness (A1), which is also in accordance with Hoffmann and Muttarak [9] . Although the percentage of those who prepared for disasters in the coastal area other than EOAs was significantly higher in all years compared to those in the mountainous area, we found significant differences for only one year in Model 2, and for two years in Model 3 in the EOAs. This may be attributed to two reasons. First, the number of respondents who lived in the EOAs was small, and the statistical power was therefore weak. Second, the evacuation changed people's lives, especially just after the disaster, and therefore they may not have been able to afford to engage in disaster preparedness (A1). It may be difficult for evacuees to know the nearest evacuation site, which could be unfamiliar to them. This possibility is supported by the fact that a significant difference was found after 2014. The odds ratios (ORs) for EOAs were significantly higher than 1 only in the 2014 in Model 2 and in the 2014-2015 in Model 3. After 2014, people in EOAs might be able to afford to engage in disaster preparedness (A1). With respect to relief regarding regional disasters (Q1), we found that this was significantly and positively associated with disaster preparedness (A1). This represents that the more people think of their region of residence as resistant to and safe from disasters, the more likely they are to prepare for disasters. Relief regarding regional disasters (Q1) may enhance disaster preparedness (A1), although the mechanism is not clear. In this regard, however, this result might involve a contrary causal effect: the more people prepare for disasters, the more they think of their region of residence as disaster resistant and safe.
We identified bonds with other local people as another factor governing disaster preparedness (A1), observing positive associations between these factors all the years. Hoffmann and Muttarak mentioned that strong social capital promotes preparatory actions against disasters [9] . If we interpret "bonds" in this study as a proxy for social cooperation activities within the community, our results can suggest that social cooperation activities within the community are useful to enhance awareness of disaster preparedness (A1).
For health checkups (A2), we found a positive association between aging and the utilization of health checkups, which is consistent with findings by Lee et al. [14] . This can be attributed to combined effects stemming from the fact that specific health checkups (i.e., public health checkups) are target at those aged 40 or over, that aged retired people have more time to pursue health checkups [15] , and that physical deterioration with age may increase interest in health.
Furthermore, we found a positive association between familiarity with welfare services (Q4) and health checkups (A2) among those aged under 50. Accessibility of such services was regarded as an important factor in health checkups (A2). This is consistent with the findings that accessibility to the examination with a whole body counter (i.e., an instrument to monitor internal radiation exposure) enhances participation [16] .
Regarding to social capital, we could not observe a significant association between the utilization of health checkups (A2) and bonds with other local people (Q6) except 2013. People who had stronger bonds possibly tended to utilize more health checkups; however, people with low bonds were likely to have poor health status, facilitating the utilization of health checkups (A2). These two opposing factors might weaken the association between the utilization of health checkups (A2) and bonds with other local people (Q6).
However, bonds with other local people (Q6) were associated with people who had both disaster preparedness (A1) and health checkups (A2) all the years (Table 3) . Thus, promoting social cooperation for isolated people is important to improve both disaster preparedness (A1) and health checkups (A2). Since strong social capital also had the advantage of reducing the risk of cognitive decline following the 2011 disaster [22] , such policies would be beneficial.
We found uncommon factors as well (e.g., region, familiarity with the welfare service (Q4), and age). This suggests that different psychological and social factors also contribute to disaster preparedness (A1) and health checkups (A2). The experiences of the 2011 disaster improved only disaster preparedness (A1). Familiarity with welfare services (Q4) was suggested only to improve the utilization of health checkups (A2). Aging was also found to be associated with the utilization of health checkups (A2). Despite the particular increase in lifestyle diseases among residents in EOAs [3] [4] [5] , an increase in health checkups was not observed among this group. Indeed, the rate of participation in specific health checkups in the Fukushima Prefecture did not increase compared to the national average [23] . To promote participation, it is important to prepare medical and welfare services for residents and to promote them in order to increase residents' familiarity with them. Tanimura et al. reported that travel time and a type of medical department significantly affected the selection of health facilities in Benin [24] . Mahmud and Aljunid also reported the association between travel impedance and utilization for mammogram screening [25] .
Despite the study's pertinent findings, it also has some limitations. First, it was cross-sectional in nature, so there remains room to discuss causal effects. Second, some municipalities (e.g., Namie Town and Iitate Village) were selected at no time or for limited times during the survey periods ( Figure 1) ; this selection might affect the yearly changes. Third, the small sample size resulted in low statistical power. Future studies should investigate the factors that were shown to be insignificant in this study (e.g., the association between EOAs and disaster preparedness). Furthermore, additional research is warranted to examine whether disaster preparedness (A1) and health checkups (A2) are promoted by policies and interventions such as improvements to social cooperative activities within communities, and accessibility to medical and welfare services.
Conclusions
After the 2011 disaster, the percentage of people who prepared for disasters decreased in Fukushima Prefecture, even in areas affected by the disaster. Bonds with other local people (Q6) were associated with people who had both disaster preparedness (A1) and health checkups (A2). The experiences of the 2011 disaster improved disaster preparedness (A1), and bonds with other local people (Q6) helped to maintain preparedness. Accessibility to such services is also important to promote the utilization of health checkups (A2).
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